Upon approval of New Mexico medical assistance program provider participation agreements by the New Mexico medical assistance division (MAD), the following agencies are reimbursed for furnishing case management services to recipients who are chronically mentally ill:
(1) community mental health centers funded by the mental health division of the department of health;
(2) Indian tribal governments; and (3) other community-based agencies which have demonstrated direct experience in case management services and success in serving the target population, as certified by the department of health.
B. Agency qualifications: Agencies must be certified by the mental health division of the department of health. Agencies must meet the following criteria.
(1) agencies must have demonstrated direct experience in successfully serving the target population; and MAD-MR: 12-01 CASE MANAGEMENT SERVICES Eff: 3-1-12 CASE MANAGEMENT SERVICES FOR THE CHRONICALLY MENTALLY ILL 8.326.4 NMAC (2) agencies must demonstrate knowledge of available community services and methods for accessing them.
C. Case manager qualification: Case managers employed by the agency must possess the education, skills, abilities, and experience to perform case management services for recipients who are chronically mentally ill. Case managers must meet at least one of the following requirements:
(1) bachelor's degree in social work, counseling, psychology or a related field, from an accredited institution and one year of experience in the mental health field; or (2) licensed as a registered nurse with one year of experience in the mental health field; (3) in the event that there are no suitable candidates with the above qualifications, individuals with the following qualifications and experience can be employed as case managers:
(a) associate's degree and a minimum of three (3) years of experience working with individuals with chronic mental illness; (b) high school graduation or general educational development (GED) test and a minimum of four (4) Case managers develop and implement plans of care in conjunction with the recipients, families or legal guardian(s), therapists, physicians, or others who assist with the recipient's care.
B.
The following must be contained in the plan of care or documents used in the development of the plan of care. The plan of care and all supporting documentation must be available for review in the recipient's file:
(1) statement of the nature of the specific problem and the specific needs of the recipient; (5) the plan of care must be retained by agency providers and available for utilization review purposes; plans of care must be updated and revised, as indicated, at least every six (6) months or more often, as indicated by the recipient's condition. [2/1/95; 8 NMAC 4.MAD.773.6, 3/1/12] 
8.326.4.16
PRIOR APPROVAL AND UTILIZATION REVIEW: All medicaid services are subject to utilization review for medical necessity and program compliance. Reviews can be performed before services are furnished, after services are furnished and before payment is made, or after payment is made. See 8.302.5 NMAC, Prior Authorization and Utilization Review. Once enrolled, providers receive instructions and documentation forms necessary for prior approval and claims processing.
A. Prior approval: Certain procedures or services which are part of the plan of care can require prior approval from MAD or its designee. See utilization instructions for the specific service. Services for which prior approval was obtained remain subject to utilization review at any point in the payment process.
B. (1) the provider's billed charge; or (2) the MAD fee schedule for the specific service or procedure. B.
The provider's billed charge must be their usual and customary charge for services. C.
"Usual and customary charge" refers to the amount which the individual provider charges the general public in the majority of cases for a specific procedure or service.
D.
For case management services rendered by an institution, the costs associated with case management services must be removed from their cost reports prior to cost settlement or rebasing. 
